THE EFFECT OF A SINGLE-SESSION GROUP SONGWRITING INTERVENTION ON GRIEF PROCESSING IN HOSPICE CLINICIANS by Deaton, Melissa
University of Kentucky 
UKnowledge 
Theses and Dissertations--Music Music 
2018 
THE EFFECT OF A SINGLE-SESSION GROUP SONGWRITING 
INTERVENTION ON GRIEF PROCESSING IN HOSPICE CLINICIANS 
Melissa Deaton 
University of Kentucky, melissaldeaton@gmail.com 
Digital Object Identifier: https://doi.org/10.13023/ETD.2018.179 
Right click to open a feedback form in a new tab to let us know how this document benefits you. 
Recommended Citation 
Deaton, Melissa, "THE EFFECT OF A SINGLE-SESSION GROUP SONGWRITING INTERVENTION ON GRIEF 
PROCESSING IN HOSPICE CLINICIANS" (2018). Theses and Dissertations--Music. 116. 
https://uknowledge.uky.edu/music_etds/116 
This Master's Thesis is brought to you for free and open access by the Music at UKnowledge. It has been accepted 
for inclusion in Theses and Dissertations--Music by an authorized administrator of UKnowledge. For more 
information, please contact UKnowledge@lsv.uky.edu. 
STUDENT AGREEMENT: 
I represent that my thesis or dissertation and abstract are my original work. Proper attribution 
has been given to all outside sources. I understand that I am solely responsible for obtaining 
any needed copyright permissions. I have obtained needed written permission statement(s) 
from the owner(s) of each third-party copyrighted matter to be included in my work, allowing 
electronic distribution (if such use is not permitted by the fair use doctrine) which will be 
submitted to UKnowledge as Additional File. 
I hereby grant to The University of Kentucky and its agents the irrevocable, non-exclusive, and 
royalty-free license to archive and make accessible my work in whole or in part in all forms of 
media, now or hereafter known. I agree that the document mentioned above may be made 
available immediately for worldwide access unless an embargo applies. 
I retain all other ownership rights to the copyright of my work. I also retain the right to use in 
future works (such as articles or books) all or part of my work. I understand that I am free to 
register the copyright to my work. 
REVIEW, APPROVAL AND ACCEPTANCE 
The document mentioned above has been reviewed and accepted by the student’s advisor, on 
behalf of the advisory committee, and by the Director of Graduate Studies (DGS), on behalf of 
the program; we verify that this is the final, approved version of the student’s thesis including all 
changes required by the advisory committee. The undersigned agree to abide by the statements 
above. 
Melissa Deaton, Student 
Dr. Lorna Segall, Major Professor 
Dr. Michael Baker, Director of Graduate Studies 
 
 
 
 
 
 
THE EFFECT OF A SINGLE-SESSION GROUP SONGWRITING  
INTERVENTION ON GRIEF PROCESSING IN HOSPICE CLINICIANS 
 
 
__________________________________ 
THESIS 
__________________________________ 
A thesis submitted in partial fulfillment of the requirements 
for the degree of Master of Music in  
the College of Fine Arts at the University of Kentucky 
 
By 
Melissa Deaton 
Lexington, Kentucky 
   
Director: Dr. Lorna Segall, Assistant Professor of Music Therapy 
Lexington, Kentucky 
 
 
2018 
Copyright © Melissa Deaton 2018 
 
 
 
 
 
 
 
ABSTRACT OF THESIS 
 
 
THE EFFECT OF A SINGLE-SESSION GROUP SONGWRITING  
INTERVENTION ON GRIEF PROCESSING IN HOSPICE CLINICIANS 
 
The purpose of this study was to determine the effect of a single-session group 
music therapy songwriting session on grief processing in hospice clinicians. The study 
design was quasi-experimental. Participants were cluster randomized into a control group 
and a treatment group. The researcher led a 50-minute songwriting session focused on 
sharing and processing experiences of grief-related stress and burnout in hospice work. 
Grief processing was measured using a self-report survey for n=25. Overall differences 
between control and treatment groups were not found to be statistically significant. 
Significant differences were also not found in treatment score differences for type of 
hospice clinician or years of experience. For future research with hospice clinicians, a 
new measurement tool should be developed that is more specific to measuring an actual 
difference before and after a treatment. The current measurement tool is best used as an 
inventory for stress and grief levels that result from caregiving. Any new measurement 
tool should be kept under twenty questions. A single-session, though convenient for busy 
hospice clinicians, may not provide a complete treatment for grief and stress. Further 
research with hospice clinicians may require several treatment sessions to achieve a more 
complete grief processing experience. 
KEYWORDS: Music Therapy, Songwriting, Single-Session, Hospice Clinicians, Hospice 
Staff 
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CHAPTER ONE: INTRODUCTION 
Working in Hospice 
 Working in hospice care involves balancing patient/family demands and 
schedule/office demands. Any clinician will be given as many patients as possible to care 
for, and each patient/family will come with very intense needs. Throughout the day, 
patient care, emails, documentation, meetings, and travel must all be taken care of in 
order to meet government regulations and an appropriate level of care. This often places 
eating, leaving work within designated work hours, and time for self-care at the end of 
the to-do list each week, whether it is consciously done or not. Because of the severity of 
the condition of patients on hospice, the quality of patient care often comes 
unintentionally before the quality of staff care. 
Hospice Benefit 
If it has been determined by a doctor that a person has less than six months to live, 
he or she may be eligible for the Medicare hospice benefit (U.S. Department of Health 
and Human Services, 2016). A team of healthcare workers bring non-curative care aimed 
at bringing comfort and pain-relief to the place where the person is living or staying.  The 
official government brochure on the hospice benefit lists doctors, nurses, counselors, 
social workers, physical and occupational therapists, speech-language pathologists, 
hospice aides, homemakers, and volunteers as possible members of a hospice 
interdisciplinary team (U.S. Department of Health and Human Services, 2016). However, 
the core members of this team are the doctor, nurses, social workers, hospice aides, and 
spiritual counselors or chaplains. According to the National Hospice and Palliative Care 
Organization facts and figures flyer (2015), team members across the U.S. cared for 
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approximately 1.7 million patients in 2014, 1.2 million of which died while on service. In 
addition to the medical and emotional care a patient receives from staff members, the 
patient’s family members and friends receive support from staff while the patient is on 
hospice as well as bereavement support for a minimum of one year following death. 
Grief is the emotional response to any kind of loss. Bereavement is the emotional 
or physical response to the death of someone, but is a sub-category of grief—a response 
to a loss of any kind. There is no set limit to how long a person can experience this type 
of grief, but severe results of bereavement such as depression are on average resolved 
within six months of a death (“Bereavement,” 2008). Just as patients and families can 
experience different types of grief during and after the conclusion of hospice care, 
hospice clinicians (a person who is employed by a hospice and palliative care 
organization and has direct contact with patients and families serviced by that hospice 
organization) may also experience an emotional response to the loss of a patient. And just 
as hospice patients and families receive services to treat grief, hospice clinicians should 
also receive frequent treatment and emotional support regarding their work-related grief. 
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CHAPTER TWO: REVIEW OF LITERATURE 
Grief, Stress, Burnout, and Compassion Fatigue 
Interdisciplinary team members provide extensive care for patients both 
physically and emotionally. Surveys of hospice workers indicate that clinicians 
designated for medical and emotional support report the experience of strong emotional 
rewards and sacrifices when caring for patients. Workers also report providing emotional 
support for colleagues (Algood, 2013; Cain, 2013). This very intense supportive care has 
been shown to cause personal and emotional strains. The loss and bereavement that 
hospice clinicians experience takes form in other ways such as overall emotional stress, 
burnout, and compassion fatigue.  
 Burnout, or emotional burnout, is a person’s negative emotional response to 
stress. When a person is burnt out, he or she may experience an increase in negative or 
apathetic feelings as well as generally feeling tired (Beehr, 2007). The issue of burnout 
among hospice workers is addressed widely in literature, varying in level by discipline 
and by individual. Many hospice clinicians experience some type of stress directly related 
to the nature of their profession and the grief that results from experiencing the repeated 
death of patients. Hospice social workers surveyed reported lower rates of burnout than 
all other disciplines in the study, but report higher levels of other emotional stressors 
(Gerbino, 1994; Kootte, 2001). Many hospice workers experience general emotional 
stress through repeated exposure to death and other challenging situations (Algood, 2013; 
Dean, 1998; Sardiwalla, VandenBerg, & Esterhuyse, 2007; Williams, 2015). Compassion 
fatigue, although it also occurs as a result of exposure to frequent stress, differs from 
burnout as it can affect a person’s professional identity or sense of worth in the 
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professional setting. It is also characterized by apathy, a result of vicarious or secondary 
trauma, and may result in a desire to leave one’s current profession (Geoffrion, Morselli, 
& Guay, 2016). 
Identifying and expressing one’s stressors and emotions rather than ignoring them 
is one suggested way to combat compassion fatigue (Showalter, 2010). Pelon (2015) and 
Webb (2014) found that compassion fatigue is cause for concern among hospice workers. 
Reported causes included high work load and inadequate self-care. Suggestions for 
coping were group staff support meetings, self-awareness, or regular communication with 
a supervisor or colleagues. Many of these emotional stressors and their detrimental 
impacts should be an important issue for hospice administrators. 
Consistent research shows a strong correlation between hospice-related emotional 
stress and intention to leave a hospice job (Algood, 2013; Sangster, 2016). Also, any 
additional strain in a clinician’s personal life could greatly increase his or her desire to 
leave the profession (Cain, 2013). The positive effects of managing these professional 
and personal stressors is why research concerning self-care is crucial. Self-care involves 
both personal and professional considerations as it may include both setting appropriate 
boundaries in one’s professional life as well as taking time to increase one’s personal 
well-being physically and mentally (Dorociak, Rupert, Bryant, Zahniser, Tracey, 
Terence, & Kivilghan, 2017).  
Coping with Grief, Stress, Burnout, and Compassion Fatigue 
 When dealing with stress, burnout, and compassion fatigue, hospice workers 
reported spending time venting or debriefing with colleagues as helpful coping skills. 
Researchers have also suggested combating isolation by spending time with coworkers 
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and sharing experiences with them (Barcley, 2007; Dean, 1998; Pelon, 2015; Webb, 
2014; Williams, 2015; Wilson, 2000). Participating in physical exercise and receiving 
support from hospice colleagues have also been reported as effective strategies in 
managing stress and burnout (Whitebird, et al, 2013). 
There are many other active forms of self-care for emotional stress that have been 
shown to be effective, especially those that involve rational and emotional coping. 
Whether addressed in a humorous or a serious, reflective manner, talking through or 
writing down difficult thoughts has been shown to reduce the effect of stress resulting 
from experiences of long-term accumulated losses (Jones, 2005; Giardina, 2005; & 
Finch, 2001). This direct, non-repressive approach has also been found to reduce feelings 
of burnout and death anxiety (experiencing severe anxiety or fear when exposed to death) 
over time (McLister, 1984; Sardiwalla et al, 2007; &Aiken, 2001).  Counseling groups 
based on this and previous ideas in literature, such as a rational and emotional coping 
approach, could prove successful in reducing symptoms of hospice-related stress and, 
therefore, turnover rates (Gray-Toft, 1980). 
Group Bereavement and Grief Counseling 
Hospice workers experience grief symptoms when they anticipate or lose patients. 
Certain approaches in grief and bereavement counseling should be considered when 
addressing these concerns. Reif (1995) found that there is a significant relationship 
between stress experienced as a result of a death and the time that has passed since death. 
Therefore, it is important for the bereaved to receive counseling soon after the death has 
occurred. It is also important for bereaved persons to remain aware of their support 
system. 
6 
     
Hospice clinicians provide care where the patient is residing, so much of their 
time is taken up by traveling from patient to patient. Because this time is spent away from 
colleagues, alone in a vehicle, a hospice clinician may often feel isolated from the 
colleague-based support system. Group counseling for isolated persons has been shown 
to be effective when it focused on both normalization of grief and new perspectives. 
Grief group members who interact with fellow members outside of group time have been 
shown to feel less lonely and have significantly greater improvement in social and 
emotional coping with the grief process (Caserta, 1996; Maasen, 1998; & Polinskey, 
1990). 
Group therapy for the bereaved can provide helpful support through sharing 
common experiences as well as increase normalization of grief (Dyregrov, Dyregrovv, & 
Johnsen, 2013; Vlasto, 2010). The challenges of group therapy were also addressed 
within these studies. Group members may feel the need to withhold some experiences, 
feel vicarious stress when hearing others’ stories, and may feel unheard if the group is too 
large or is time-limited. Although bereavement counseling in a group can have important 
social benefits, it is important to direct group members to seek individual bereavement 
support or counseling if they do not feel supported, heard, or validated during the group 
process. Group counseling structured toward a specific subject or purpose has also been 
proven effective (MacKinnon, Smith, Henry, Milman, Chochinov, Korner, Berish, 
Farrace, Liarikos, & Cohen, 2015). 
Because group counseling has been shown to be effective, it is important to 
examine specific techniques that will contribute to successful bereavement counseling 
where the counselor assists the bereaved in processing his or her loss (Monat & Lazarus, 
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1991). Grieving persons should be given the opportunity to grieve appropriately in a safe 
space while receiving support. This requires effective, active listening with the goal of 
working through thoughts and emotions in order to normalize the bereaved person’s 
experience rather than try to resolve grief or problems. Resolution of grief must be an 
action of the bereaved person alone. It is the role of the therapist to be present with the 
client and assist them with discovering their own path through the grieving process by 
assisting with a guided review of the person’s thoughts and emotions (Stroebe, Stroebe, 
& Hansson, 1993; Jeffreys, 2005; Margolis, Raether, Kutscher, Klagsbrun, Marcus, Pine, 
& Cherico, 1985; Margolis, Raether, Kutscher, Powers, Seeland, DeBellis, & Cherico, 
1981; Mallon, 2008). 
Active listening in grief work requires a  comfortable therapist-client relationship. 
Comfortable relationships may also be developed among a group of people who have 
experienced loss. Because people often quantify their own experiences by comparing 
them with the experiences of others, a group can more effectively experience helpful 
normalization of their thoughts and feelings through discussion with each other. This also 
requires a lot of therapist active listening—allowing group members to hear more from 
each other than the therapist. During any type of session, the counseling technique of 
reflecting is very useful. Reflection is repeating back to a client what he or she has said in 
the same or a similar way to help explore feelings behind the statement. A therapist may 
use several structured reflection exercises to assist the client in reviewing his or her 
thoughts (Stroebe, Stroebe, & Hansson, 1993; Jeffreys, 2005; Margolis et al, 1985; 
Margolis et al, 1981; & Mallon, 2008). 
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 Some of these reflection assignments may also take the form of grief rituals, an 
effective way to review memories, thoughts, and feelings about the person who has died. 
These can take the form of a creative activity, such as creating artwork, arranging photos, 
composing letters and legacy stories, writing poems, and other small memorials that can 
be handmade. These rituals allow the person to acknowledge their loss while also 
honoring their loved one. These can work well for an individual or in a group, as 
assistance may make the task easier for the person to complete (Mallon, 2008 & Jeffreys, 
2005). 
Being well-versed in evidence-based bereavement interventions and techniques 
could help provide music therapists the ability to better support the agency’s social 
workers, bereavement counselors, and chaplains who provide various types of support to 
hospice patients and their families. As a part of this team of support workers, music 
therapists can provide unique and very motivational ways for patients, families, and 
colleagues to verbalize difficult subject matter. One such type of intervention is 
songwriting (Mallon, 2008). 
Music Therapy and Songwriting 
Songwriting will be defined as found in Baker and Wigram (2005) as “the process 
of creating, notating, and/or recording the lyrics and music within a therapeutic 
relationship to address psychosocial, emotional, cognitive, and communication needs of 
the client.” Songwriting is most widely used in the psychiatric setting and is primarily 
used to address psycho-emotional goals (Baker, Wigram, Scott, & McFerran, 2008). 
When songwriting takes place in a group, certain factors can positively or 
negatively impact the therapeutic and creative process. Sharing common feelings, 
9 
     
fulfillment from teamwork, and multiple perspectives for discussion can all work to 
create a positive group songwriting experience. Conversely, groups that are very large 
can produce an overwhelming amount of material to work with as well as cause too much 
conflict to make progress. The shared or differing culture of the group has the ability to 
affect both the openness of the group as well as the amount of conflict. Group safety and 
trust are big factors in the success of an honest songwriting process (Baker, 2013). 
Aside from the dynamics of the group, the structure of the songwriting 
intervention itself can make a difference in the experience of the group members. Music 
preference can be highly influenced by cultural background. Music has also been shown 
to connect people in a group from different cultures even though music and lyrics can 
function differently among those different cultures. If the therapist is viewed as someone 
fully leading rather than assisting the group, members may be too eager to agree to 
whatever the therapist’s suggestions are for the lyrics or music. With these cultural and 
therapeutic effects in mind, a therapist should be careful to listen and thoroughly discuss 
the process with a group so that the songwriting process can take its full effect (Baker, 
2014). 
 Music therapists have widely utilized songwriting in conjunction with other 
activities like lyric analysis, rhythm activities, poetry writing, music games, and music 
listening (Dvorak, 2011; Grocke, Bloch, & Castle, 2009; Jurgensmeier, 2012; Leist, 
2011; Marinaro, 2013; Segall, 2016; Silverman, 2013a, 2013b; Silverman and Leonard, 
2012; Stark, 2012). However, many music therapists have used songwriting as the main 
or focus activity in a session or series of sessions (Baker & Ballantyne, 2012; Baker & 
Krout, 2011; Felsenstein, 2012; Grocke, Bloch, Castle, Thompson, Newton, Stewart, & 
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Gold, 2013; Hong & Choi, 2011; Klein & Silverman, 2012; Riley, 2013; Silverman, 
2011a, 2011b, 2012, 2013a, 2013b, 2013c, 2016). Among these instances are many 
different approaches to facilitating the songwriting process. 
Some guide the songwriting process by providing a lot of structure, such as a fill-
in-the-blank song for each group member to complete and share (Hong & Choi, 2011). 
Other therapists may choose to provide structure by asking the group pre-written 
questions, guiding the discussion (Klein & Silverman, 2012). Otherwise, clients can be 
provided with a specific subject or topic and allowed to free write (Baker & Ballantyne, 
2012; Baker & Krout, 2011). If the therapist has a very specific educational goal in mind 
or believes the group needs more structure, he or she can provide a subject and then lead 
the group in a discussion throughout the writing process (Silverman, 2011, 2012, 2013a, 
2013b, 2013c, 2016). Depending on the population, size, and dynamic of the group, the 
therapist might choose any one of these facilitation methods. 
A music therapist may use his or her best judgment on how much structure the 
group requires for setting their lyrics to music. If the group already has some music skills, 
the therapist may ask members to set their individual sets of lyrics to music on their own 
(Baker & Krout, 2011). The therapist may also choose to compose a completely original 
song melody after the lyrics have been written in order to reflect the style preference of 
the group as a whole (Grocke et al, 2013). If an appropriate style of music is able to be 
chosen ahead of time, given the popular music of the region or group, a previously 
known melody or song may be chosen before the session(s) (Hong & Choi, 2011). One 
very useful way to provide structure as well as familiarity for melody composition is to 
use a pre-existing song form such as the twelve-bar Blues. This provides a pre-existing 
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chord structure and a semi-predictable song style that can be changed to fit the group 
lyrics or to a specific style (Silverman, 2011b, 2012, 2013a, 2013b, 2013c, 2016; 
Silverman & Leonard, 2012). 
 The type of facilitation method used might also depend on the number of sessions 
the music therapist is leading. Much research has been done with group songwriting over 
a series of sessions, where the song was discussed and composed over multiple weeks 
and, in some cases, reviewed in the final session (Baker & Krout, 2011; Dvorak, 2011; 
Grocke et al, 2013; Grocke et al, 2009; Hong & Choi, 2011; Jurgensmeier, 2012; 
Silverman, 2011b; Silverman & Leonard, 2012; Stark, 2012). Single-session is another, 
more efficient timeline for songwriting found in music therapy literature. The song may 
be shorter and cover less material, but group members may feel the same sense of 
creative accomplishment in a briefer period of time. Single-session also allows those who 
might not be able to attend consecutive, long-term sessions, such as patients in an acute 
psychiatric facility, to experience the benefits of the intervention (Klein & Silverman, 
2012; Marinaro, 2013; Silverman, 2011a, 2012, 2013a, 2013b, 2013). 
 The type of song and the length of the songwriting process might also influence 
the way in which the therapist collects data from clients. Several methods for reviewing 
data from songwriting sessions can be found in the literature. Some studies used thematic 
analysis for the song lyrics, looking for positive and negative themes from which to draw 
conclusions about client thoughts and feelings. These might also be combined with 
qualitative data collected by the therapist during his or her interaction with group 
members (Baker & Ballantyne, 2012; Baker & Krout, 2011; Grocke et al, 2013; Grocke 
et al, 2009; Klein & Silverman, 2012; Silverman, 2013a). Qualitative studies consist of 
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questionnaires, a review of tapings of the sessions, or even a case study detailing the 
change over time for individual group members writing the song (Felsenstein, 2012; 
Stark, 2012). 
Many studies that sought to gather qualitative and/or quantitative data utilized 
group member comments and a variety of self-report measurement tools. While some 
single-session research did not yield any statistically significant results, client-reported 
mood disturbance, anxiety, and depression were found to be significantly decreased, and 
self-efficacy, enjoyment, quality of life, and motivation were found to be increased 
(Leist, 2011; Marinaro, 2013; Riley, 2013; Silverman, 2011a, 2011b, 2012, 2013b, 
2013c, 2016). Mostly positive comments were received from participants when 
comments were requested from those participating in the various types of groups (Grocke 
et al, 2013; Grocke et al, 2009; Jurgensmeier, 2012; Klein & Silverman, 2012; Silverman, 
2013a, Stark, 2012). Still others might simply use attendance levels in the group as an 
indicator of the motivational effectiveness of the intervention (Silverman and Leonard, 
2012). And in the same way that songwriting has been used as a vehicle for education 
and topic exploration, songwriting used in hospice and palliative care can often help 
patients and their families express difficult thoughts and emotions (Hogan, 2003). 
Music Therapy and Bereavement 
Research indicates that the cognitive-behavior therapy model is useful in 
bereavement counseling, especially when utilizing the creative arts. The youngest of the 
bereaved population are vulnerable to the effects of bereavement, and it is recommended 
that they should participate in some form of counseling to prevent the development of 
severe emotional and behavior problems (“Grief and Bereavement Counseling,” 2009). 
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Although counseling and therapy after a loss aim to explore the intensity of some clients’ 
grief or bringing up many strong emotions, bereavement counseling is generally 
considered beneficial, particularly for those who develop depression or complicated grief 
(“Grief and Bereavement Counseling,” 2009). Music therapy and bereavement services is 
a growing area of research and is in need of continued exploration. Outcomes so far have 
mostly proven positive, but there is a need for further research (Clements-Coréz, 2016).  
Some studies exploring music therapy and bereavement are population specific, 
such as working with bereaved adults with intellectual disabilities. Exploring emotions 
was emphasized along with the idea of using music to bring a more tangible form to 
death and grief to those who may struggle cognitively with grief (Hoyle & McKinney, 
2015). This tangibility idea has been researched extensively with children’s bereavement 
groups (Register & Hilliard, 2008; Hilliard, 2007).  
Songwriting and Bereavement 
Music therapists utilize songwriting when working with clients experiencing grief 
and has been reported as one of the most effective interventions for bereaved clients 
(Clark, 2007). Songwriting interventions with bereaved children and adults vary in the 
research. These different methods utilize free-writing while focused on a specific subject, 
guiding the client to express thoughts and images expressive of what is being addressed, 
guiding clients to write lyrics through structured discussion, relying on the therapist to 
convert client statements into songs, setting client statements to the melody of a familiar 
song, replacing selected words in a familiar song to provide improved expression of the 
goal, or the ability to choose any of these options. When utilizing music therapy to 
address grief, it is important to address emotions and work to form a strong therapeutic 
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relationship. Because of the trust involved in this relationship, the client will be able to 
explore many difficult emotions and express those through music at a time when a 
person’s identity is altered (Bailey, 2009). 
Much of the literature reflects that the method chosen to implement a songwriting 
intervention should come from the personal experience and skills of the individual 
therapist and should focus on the benefits gained from the creation of an original 
expression. Songs composed in this setting have been conducted in individual as well as 
group sessions. Adults were most often engaged in individual sessions and the therapist 
usually set their statements to a melody (Dalton & Krout, 2005; Dalton & Krout, 2006; 
Heath & Lings, 2012; Hudgins, 2007; Krout, 2005; Roberts, 2006). 
Because the song should express a personal meaning to the client(s), melody 
selection should be chosen in the style that is appropriate to each person or group of 
people. This melody may be composed solely by the therapist or through guided 
improvisation (Roberts, 2006). A therapist may also try different techniques to give the 
client a greater sense of closure. Iliya (2014) examined the effects of a bereavement 
intervention where the client is guided to compose songs and imagine they would be 
singing the songs to a deceased loved one. Through thematic analysis of participant 
comments and songs, it was found that participants experienced strong emotions during 
the sessions as well as commented on their ability to process these strong feelings and 
gain some resolution. 
Evidence showing the effect of songwriting with bereaved clients is gathered in 
various ways. Many researchers perform a thematic analysis on lyrics composed, some 
utilize a self-report survey to determine any changes in psychological or emotional 
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processing, others simply present the various types of interventions in a case study or 
series of case studies, and most studies utilize a combination of both. (Dalton & Krout, 
2005; Dalton & Krout, 2006; Heath & Lings, 2012; Hudgins, 2007; Krout, 2005; Roberts, 
2006; Roberts & McFerran 2013). Dalton & Krout (2005) developed their own 
bereavement-specific songwriting process as well as a thirty-item self-report survey from 
thematic analysis of songs composed by bereaved adolescents.  
Music Therapy with Hospice Staff 
 Little research has been conducted on the effects of music therapy with hospice 
workers. Hilliard (2006) sought to determine the effects of two different types of music 
therapy groups on compassion fatigue and professional team building. Both the didactic, 
structured group and the unstructured group showed improvement in team building. 
Wlodarzyck (2013) measured the effect of single-session, music therapy songwriting 
groups with hospice workers on grief resolution. She used several different measurement 
tools to analyze levels of stress, grief, burnout, compassion fatigue, and quality of life 
before and after the session. One of the forms Wlodarczyck (2013) utilized was a 
modified version of the full, original MM Caregiver Grief Inventory (MMCGI) for use 
with hospice clinicians (Meuser & Marwit, 2001, 2002, 2005). No significant differences 
were found for overall scores for the MMCGI, but significant differences were found 
between pre- and posttests for feelings of personal sacrifice in hospice work. After 
participating in the music therapy group, many participants remarked that they gained an 
increased awareness of their own feelings of grief and stress. The pre- and posttest in this 
study is a modified version of the MMCGI short-form with statements based on the 
modifications found in Wlodarczyk (2013). 
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Purpose 
The purpose of this study was to determine if participation in a single-session, music 
therapy songwriting intervention would affect grief processing in hospice clinicians. 
Research Questions 
1) Will the music therapy treatment group demonstrate a significant difference in grief 
inventory scores within/between groups for pretest and posttest?  
2) Do grief inventory scores differ between types of hospice clinicians?  
3) Do grief inventory scores differ between hospice clinicians in relation to years of 
experience?  
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CHAPTER THREE: METHOD 
The study design was quasi-experimental. Participation in the study was open to 
any employee of a hospice in central Kentucky who had direct contact with patients at 
least once a week. Health, ethnic background, and gender were not restricting factors in 
selection of participants. Minors were not allowed to participate. Participants were cluster 
randomized into either a control group or a treatment group. Both the control group and 
treatment group received the intervention simultaneously. Control group members took 
the pre- and posttest before participating in the treatment group. The treatment group took 
the pretest before the session and completed the posttest after the session was concluded.  
The researcher received approval for study protocols from the IRB. Permission 
was obtained from the facility to conduct the study, and participants were recruited via an 
email sent out by an employee. Eligibility requirements, a summary of the research on 
music therapy and bereavement songwriting, a summary of the anticipated process, and 
instructions on how to sign up for the study were included in this email. After expressing 
their interest in participating in the study, participants reviewed the consent letter and 
confirmed participation by email. Instructions and the consent form were emailed to 
potential participants only by the researcher. There was no waiting period between 
recruitment and consent. 
Data were analyzed using Statistical Analysis System (SAS) software to calculate 
demographic and measurement tool score distributions. In addition to the mean (M), t 
statistic, degrees of freedom (DF), and p values, standard error (SE) was calculated to 
show how much the sample values would vary from the population mean. 
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Planning 
The researcher collaborated with a counseling supervisor at the hospice facility to 
set up and approve procedures. IRB approval was obtained by the University of 
Kentucky. The researcher obtained permission from the original authors of the MMCGI 
and was granted permission to modify the form for use with hospice clinicians. Potential 
participants were instructed to email the researcher to receive more information about the 
study. Those who contacted the researcher were sent a copy of the consent letter (see 
Appendix B) to review and instructed to send a reply stating whether or not they were 
still interested in participating. All emails were sent through a HIPAA-compliant email 
server to maintain confidentiality. Those who agreed to participate were assigned a 
participant number and were randomly placed into the control group or the treatment 
group. The researcher used an online research randomizer to place members in control 
and treatment groups (Urbaniak & Plous, 2013). Each person had an equal chance of 
being chosen for either group. 
Procedures 
The researcher emailed the control group members the pretest and the modified 
version of the MM Caregiver Grief Inventory Short Form, 48 hours in advance of the 
group meeting time (see Appendix E). Participants were instructed to print out the pretest 
and demographic form, fill out the pretest one hour before the meeting time, and email a 
scanned copy of the completed form or bring the completed form to the meeting. 
Demographic information was collected for all other participants at the beginning of the 
meeting time (see Appendix D). Between the time that the control group filled out the 
forms and arrived at the group session, they did not receive any treatment and engaged in 
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their normal day-to-day activities. Upon arrival at the meeting, control group participants 
took the posttest. This was the same form as the pretest. Control and treatment group 
participants took part in the group treatment session simultaneously. The treatment group 
completed the pretest and the demographic information form at the beginning of the 
group session and the posttest at the end of the group session. 
Intervention 
The group session took place on the hospice facility’s campus. Two, five-minute 
periods were incorporated into the beginning and end of the session to allow for time for 
completing paperwork. The researcher-therapist led the group in a five-minute ice 
breaker activity followed by a fifty-minute, songwriting session focused on sharing and 
processing experiences of grief-related stress and burnout in hospice work. During the 
ice-breaker activity, participants were asked to write down a freestyle dance move, a 
positive emotion or feeling, a noun, and a verb ending in “-ing” (see Appendix F). The 
researcher asked members of the group to voluntarily verbalize what they had written. 
Answers were incorporated Mad Libs-style into Justin Timberlake’s “Can’t Stop the 
Feeling,” and sung as a group (see Appendix G). The researcher also encouraged group 
members to act out their freestyle dance moves. The songwriting intervention 
immediately followed the icebreaker. 
The researcher asked the group the following questions to facilitate the 
songwriting intervention: “What holds you together as a hospice clinician? What would 
you say is the most stressful aspect of caring for people who are dying? What is 
something you would say as an encouragement to a stressed colleague?” The researcher 
formed answers to these questions into verses set to the melody of “You are My 
20 
     
Sunshine.” Group members edited and approved the final lyrics and were then asked to 
sing them all together. Group members were provided with a blank piece of paper and a 
pencil to write down the group-written song lyrics to take with them. The entire group 
session lasted approximately one hour. After the session concluded, treatment group 
participants took the posttest. All group participants were asked to fill out a short 
comment survey about the session (see Appendix H). After each meeting, the researcher 
assigned each participant’s record a number, recorded the data into the secure electronic 
database, REDCap, and placed the records into a locked shred box. Data were analyzed 
using SAS software. 
 
Table 1 
Intervention Timeline 
Session Time 5 minutes 50 minutes 5 minutes 
Treatment Group Pretest 
Icebreaker and 
Intervention 
 
Posttest and comments 
form 
 
Control Group Posttest 
Icebreaker and 
Intervention 
Comments form only 
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CHAPTER FOUR: RESULTS 
Participants 
 There were a total of n=25 participants in the study. A total of 31 people 
consented to participate. Two people did not attend the sessions, and four people did not 
complete all necessary elements of the survey. Six males and nineteen females 
participated in the study. Ages ranged from 25 to 66 with an average age of 46.68 (SE = 
2.21). Types of clinicians included three bereavement counselors, two CNAs/hospice 
aides, three chaplains, one licensed family and marriage counselor, five registered nurses, 
and eleven social workers. Total number of patients seen per week were listed as 2 to 50, 
with an average of 17.72 (SE = 1.96). Years of experience of participants ranged from 4 
months to 24 years, averaging at 8.6 years (SE = 1.43). 
Figure 1 Ages of Participants 
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Figure 2 Patients Seen Per Week 
 
Figure 3 Years of Experience 
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Data Analysis 
Scores from the modified short form of the MMCGI were analyzed using a paired 
t test and were additionally compared using data from the demographic information of 
participants. Differences between overall pretest and posttest scores for the control group 
and for the treatment group were analyzed. Differences between pretest and posttest 
scores were also tested for MMCGI subgroups of personal sacrifice burden (A), sadness 
and longing (B), and worry and felt isolation (C). Overall differences between pretest and 
posttest scores for control and treatment groups were not found to be statistically 
significant. No statistically significant differences were found for the subgroups. 
Significant differences were also not found between treatment group pretest and posttest 
scores when separated by type of hospice clinician or years of experience. Registered 
nurses had the largest difference between pretest and posttest with an average 2.5 
decrease in overall score. As years of experience increased, scores decreased by an 
average of only .01 between pre- and posttest. 
 
Table 2 
Control and Treatment Pretest and Posttest Scores Differences 
 M SE t(DF) = p 
Control (n=7) 0.43 1.13 t(6) = 0.38 0.72 
Treatment (n=18) -0.39 0.70 t(17) = -0.56 0.58 
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Table 3 
Control and Treatment Pretest and Posttest Scores Differences for Subgroup A 
Subgroup A M SE t(DF) = p 
Control (n=7) 0.29 0.48 t(6) = 0.60 0.57 
Treatment (n=18) 0 0.39 t(17) = 0.00 1.00 
 
Table 4 
Control and Treatment Pretest and Posttest Scores Differences for Subgroup B 
Subgroup B  M SE t(DF) = p 
Control (n=7) 0 0.49 t(6) = 0.00 1.00 
Treatment (n=18) -0.11 0.29 t(17) = -0.38 0.71 
 
Table 5 
Control and Treatment Pretest and Posttest Scores Differences for Subgroup C 
Subgroup C M SE t(DF) = p 
Control (n=7) 0.14 0.34 t(6) = 0.42 0.69 
Treatment (n=18) -0.28 0.32 t(17) = -0.86 0.40 
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Figure 4 Treatment Group Pretest and Posttest Score Differences for Clinician Type 
 
Figure 5 Treatment Group Pretest and Posttest Score Differences for Years of Experience 
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Additional data was collected in the form of free-written comments regarding 
group members’ thoughts on the session (see Appendix H). Questions on the comment 
form were written by the researcher. Ninety-four percent said that they believed the 
session helped them process their grief. Ninety-seven percent of group members said they 
felt validated during the session. Ninety-seven percent said that they would like to attend 
a similar session again. Percentages were descriptively analyzed by the researcher. 
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CHAPTER FIVE: DISCUSSION 
Research Questions 
1. Will the music therapy treatment group demonstrate a significant difference in 
grief inventory scores within/between groups for pretest and posttest? 
No statistically significant differences were found in overall scores. These results 
could be attributed to several different aspects of the study. Either, the intervention was 
not effective, the intervention was not effective during the one-hour time frame, and/or 
the measurement tool was not a valid tool for measuring changes in a single session. 
Scores between pretest and posttest were also not found to be significant for 
personal sacrifice burden, sadness and longing, or worry and felt isolation. The original 
purpose of these subgroups was to identify different aspects of a caregiver’s mental 
distress so that any specific problems might be better treated (Meuser & Marwit, 2001, 
2002, 2005). This aspect of the measurement tool would likely be more relevant in a 
study with multiple sessions. 
2. Do grief inventory scores differ between types of hospice clinicians?  
 Grief inventory scores did not show any statistically significant difference between 
different types of hospice clinicians. However, nurses had the largest decrease in score, 
when compared to other disciplines. 
3. Do grief inventory scores differ between hospice clinicians in relation to years 
of experience?  
 Scores differences were not statistically significant when looking at participants’ 
years of experience. 
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Participants 
Gender distribution of participants was majority female. Participants were mostly 
between forty and fifty-five years old. There were quite a few participants who reported 
being fairly new to the field with less than five years of experience. Participants saw a 
variety of numbers of patients per week. Social workers made up the largest group of 
participants, followed by nurses.  
Participant Experience and Comments 
Most group members marked “yes” on their comment forms when asked if they 
believed the session helped them process their grief, if they felt validated during the 
session, and if they would like to attend a session like this again. Those who responded 
“no” to these questions stated that they either did not feel very stressed in the first place, 
preferred other forms of stress relief, did not prefer participating in the music session, or 
did not leave a comment. When responding to other questions, those who stated “no” 
gave similar answers such as the session was “not my thing” and “I do not always feel 
comfortable singing.” 
Although some of these may be personal statements unrelated to the experience of 
the session, these comments emphasize the importance for the therapist leading the group 
to reassure a songwriting group that “good” singing or music skills are not required for 
participation or the success of the process. Some, however, did comment that even 
though they did not feel they were very “musical or creative,” they felt the session did 
help them. 
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 A majority of comments were positive toward the music, structure, and 
atmosphere of the session. Several comments indicated that the group structure was one 
of their favorite aspects of the session. Many said that the session was “fun” or that the 
humor exchanged during group helped relieve their stress. A few group members 
commented that it was important for them to have a time where they could share their 
thoughts and feelings with their colleagues and that the team effort between those in the 
group was one of the most helpful parts of the process. Comments for some groups 
indicated that the process reminded them of how much they really do provide for patients 
and families, even though they often feel like they don’t do enough. Each group had its 
own distinct dynamic. Some groups expressed that humor was more helpful for them and 
incorporated this into their song lyrics (see Appendices I, J, K, L). Other groups preferred 
to share stories, explore the serious nature of hospice work, or explore more 
feelings/emotions than experiences.  
 A few participants commented on how the session brought up some stresses or 
grief they had suppressed or not realized they had been experiencing. They said that 
further reflection was necessary to truly process the feelings. One participant commented: 
“It actually brought to the surface some grief that probably needs to be addressed (not 
suppressed) so it’s possible the session made me feel a little worse, but has the potential 
for me to work on this to help in the long run.” 
 The song, “You Are My Sunshine” was pre-chosen as the melody for the group-
written lyrics because it is regionally appropriate for central Kentucky. However, one 
participant made several statements during a group session indicating that because of 
personal and cultural differences from the rest of the group, the song was associated with 
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more moderate to negative memories and activities. Although no pre-selected song will 
be able to anticipate and accommodate for all preferences, it is important to note and 
potentially accommodate for cultural differences. 
Limitations of the Study 
 Due to the busy schedules of the clinicians at the hospice facility, the researcher 
was not able to randomize all participants because all groups could not be scheduled 
ahead of the initial data collection period. All four group sessions were coordinated 
separately between the counseling supervisor at the facility and the researcher, but dates 
and times were subject mostly to when the staff members had an available meeting. The 
final group meeting time had to be rescheduled four times due to other meetings taking 
place at the facility. 
The study results may also have been limited by the number of participants in the 
study. One previous study by Wlodarzyck (2013), which had a higher number of 
participants: n=68, found significant differences for one subsection of the MMCGI for 
personal sacrifice burden. Due to busy schedules, groups had a small percentage of 
participants versus attendees. Group attendance was high because the meetings were 
already required for invited staff members, but several clinicians asking about the study 
stated they would not commit to participate because they did not feel they would have the 
time to complete paperwork outside of the meeting if chosen for the control group. This 
likely reduced the number of overall participants in the study. Group attendance in future 
studies would also likely be best if the intervention took place during an already 
scheduled or required meeting, but data collection may still be difficult. Results on the 
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posttest could have been influenced because participants had answered the same 
questions on the pretest. 
Implications for Music Therapy Practice 
 The single-session format was chosen for this study because hospice clinicians 
have busy schedules. Offering a shorter intervention time was intended to encourage 
participation. However, because the treatment group scores, as a whole, showed a 
decrease in grief processing, single-session did not likely work well for the intended 
effect. As one commenter noted, the session only covered part of the course of 
grief/stress processing. It would be a more beneficial and complete intervention for group 
participants if a therapist were to cover the subject of grief processing over multiple 
sessions. 
The style and method of songwriting is best left up to each individual therapist, as 
indicated in previous research (Heath & Lings, 2012). Each music therapist will also 
determine if it is best to select or compose the melody prior to a session or if the melody 
should be selected or written during the session. The researcher-therapist chose to select a 
regionally familiar song prior to the session to decrease the amount of time needed to 
facilitate the intervention. 
Although it is not necessary for a therapist facilitating an intervention with a 
group of hospice clinicians to have experience in hospice and palliative care work, it may 
be helpful for a therapist to be familiar with the daily life and issues of a hospice clinician 
in order to aid in the reflection and restatement aspect of the intervention. Any planned 
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intervention should keep in mind the busy schedule of hospice staff and be planned 
accordingly. 
Implications for Future Research 
Research on using songwriting in music therapy sessions with hospice clinicians 
is limited. The measurement tool used during this study was not entirely valid for pretest 
and posttest. The modified version of the MMCGI is intended as a check-in for how 
hospice clinicians are dealing with their current feelings of grief and stress. However, 
because statements in the inventory such as “I lay awake most nights worrying about 
what’s happening with my patients and how I’ll manage tomorrow” and “I spend a lot of 
time worrying about the bad things to come” were not likely to yield a reported change 
after one hour of intervention, the tool is not appropriate for single-session data 
collection. 
Despite the original design of the tool, it was determined by the researcher that 
the statements in the modified version were the best of available self-report survey tools 
for the population of adult hospice clinicians. The length of the short-form version is also 
an appropriate length for a single session and for reduction of human error or frustration. 
Due to the busy nature of hospice work and the amount of paperwork clinicians must 
complete in a day, it seemed appropriate to limit the amount and length of surveys 
required for participation. In addition to reducing time spent on paperwork, the researcher 
also sought to accommodate participants’ busy schedules by completing the intervention 
in a single session. 
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Several comments from participants indicated that grief processing felt 
incomplete after just one session. Because of these comments and the insignificant results 
from the difference between pretest and posttest for the treatment group, it would be best 
to conduct interventions working on grief processing over the course of several sessions. 
Future music therapy research in this area, should consider a new self-report survey with 
questions or statements specific to issues faced by hospice clinicians. The instrument 
should be kept under twenty questions to reduce the amount of time spent on paperwork 
and to reduce the risk of human error. 
The intervention of songwriting with guided discussion from the researcher-
therapist was found to be an effective method of allowing group members to express their 
thoughts/feelings and quickly incorporate them into a tangible expression. Although 
songwriting-style preferences vary from therapist to therapist, it is a meaningful way to 
increase group contribution to the songwriting outcome. Future research expanding the 
scope of songwriting with hospice clinicians would benefit from the development of a 
new data collection tool, short sessions and paperwork to accommodate for hospice 
clinicians’ busy schedules, and include multiple sessions to allow for extended processing 
of grief and stress. 
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APPENDIX A: IRB Approval Letter 
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APPENDIX B: IRB-Approved Consent Letter 
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APPENDIX C: UK-Approved Recruitment Poster 
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APPENDIX D: Demographic Information Form 
 
Demographic Information 
Name: ___________________________________________________ 
Gender:      Male      Female    Age: ___________          
Title:   Doctor RN  LPN     CNA/Hospice Aide  Social Worker 
 Volunteer      Care Consultant      Chaplain       Music Therapist 
 Other: ______________________________________________________ 
Total years of experience in hospice care: ______________ 
On average, how many patients do you have direct contact with in one 
week? 
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APPENDIX E: MM Caregiver Grief Inventory (Modified) 
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APPENDIX F: Music Mad Libs Form 
 
Musical Mad Libs! 
 
Think of one or more freestyle dance moves and give your move a name: 
 
 
 
 
List one or more positive emotions and/or adjectives: 
 
 
 
 
A noun: 
 
 
 
A verb ending in “-ing” 
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APPENDIX G: Icebreaker Fill-in-the-Blank 
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APPENDIX H: Comment Form 
Comments 
Do you feel that this session did or did not help you process your grief or stress as a 
hospice clinician, yes or no? Why? 
 
 
 
Please write down any thoughts you would like to share came up during or after the 
session that you did not express. 
 
 
 
 
 
 
Did you feel validated/that your experiences and emotions were acknowledged and 
valued during the session, yes or no? 
 
Would you participate in a music therapy session like this again, yes or no? 
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APPENDIX I: Song Lyrics from Group A 
 
This is my calling to see the beauty 
And help when the challenge is life-changing 
To know the joy and the satisfaction 
Knowing I have helped someone 
As the struggle goes on for time 
Did I truly do my best? 
It's hard to gain their trust and calm their fears 
Did I help them find rest and peace? 
Through difficult struggles take time for yourself 
Take time to laugh and just be you 
Surrounded by death take time for your life 
Rejoice in life and happiness 
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APPENDIX J: Song Lyrics from Group B 
 
It is the big things and it's the small things 
It feels so good and spiritual 
To feel supported and be supporting 
By my friends and for clients too 
Sitting in pain and walking with them 
To share the suffering of someone else 
Seeing the heartache and always listening 
Finding balance between them and self 
Come and talk to me I'm always here for you 
Talk it out and write it down 
Take time to laugh, to sit and to breathe 
You bring value to so many lives 
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APPENDIX K: Song Lyrics from Group C 
 
I have a passion for giving service 
Empowering others by the grace of God 
Having some humor and peace within me 
In my bond with family and friends 
When watching suffering and family struggles 
And dealing with the grief and pain 
I want to do more and give them hope 
To ease their fear and give them peace 
If you’re stressed and overwhelmed 
You can come and talk with me 
Sharing stories and sharing laughter 
You are enough and do all you can 
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APPENDIX L: Song Lyrics from Group D 
 
Running on coffee and running on faith 
Knowing I can make a difference 
Giving back the love that was given 
A tune that only some of us can hear 
The unknown and family chaos 
Feeling like there's nothing I can do 
Suffering with them in difficult moments 
The pressure of doing what's enough 
Offering comforts in words or gifts 
Sharing stories that cause a laugh 
Whether I tell you through hugs or speaking 
It's unbelievable how good enough you are 
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